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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

DATE AMENDED
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CounT Y

a.5TATE T1],

2, USUAL RESIDENCE (Where deceased livad. If

institution: Residence before

b. COUNTY  Papria

admission}

b. CITY {If outside carporate llmlls, give TOWNSHIP only)

G Allss v

Tength of stay in 1B

24 DAY S

c. CITY
OR
TOWN

Peoria:

inside Limita

Yav@ No [j)

c. FULL NAME OF {If NOT in hospital, give localion)
HOSPITAL CR

INSTTUTION I, 1o e e 11/ 1o 25 3 - bad2)

d. STREET

Inside Lirps
p UJ- Yeum/hé:fn

APPRES 3016 N. Indiana

Reside on Farm

Yes [0 Ne

{If cutside, give location)

INSTEAD OF

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

3. NAME OF DECEASED
{Typa ar print}

First

MI'C_/‘J_AE’

" EE’[(

Middle Last

e ; b

N

4. DATE

Month

De

Day
OF
DEATH

5. SEX 4. COLOR OR RACE

W/—)J T

7. Married O
Widowed [J

Never Married [
Divorced [J

6/1‘5"/3’6”

9. AGE [last birthday)

IF LUUNDER | YEAR
1 Months Dayy

IF UNDER 24 HR
Houry Min.

10a. USUAL OCCUPATION {Give kind of waork done
during most of working life, even if retired)
no

I0b. KIND OF BUSINESS OR INDUSTRY

none Peorl

BIRTHFLACE (City and state or country)

Ill,

12. CITIZEN OF WHAT COUNTRY

USA

13a. FATHER'S NAME
Boyd Neavelll

13b. MOTHER'S MAIDEN NAME

Barbara D, Mlller

14. NAME OF
none

USBAKD OR WIFE

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

16, SOCIAL SECURITY NO.

INFORMANT

{Yes, no, or unknown) | {If yes, give war or dater of serv

MEDICAL CERTIFICATION

Eovd Neaveid

P--B!ia, Ill.

11, 3016 li, Indians,

PART I. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enier only ona cause per line Tor (a); o7, arg lCJ

/450 - /anccw.rﬁc}lé R‘(z'/r/é'-r

INTERYAL BETWEEN
ONSET AND, DEATH
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above caute [a),
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Conditions, it anv.]
last.

DUE TO {¢)

Iving cauvaa

DUE TG (b) | Coﬂé_'bfd; 'éCt / /Y(f(w ?( ﬂ‘tdﬂt;l-é__ﬂiﬁ—w

PART II.

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal
disease condition given in PART | {a)

PART Il If deceased was female was
there & pregnancy in last 5O days. )

rD Yes I O No I O Unknown

19. WAS AUTOPSY

20a. ACCLDENT
PERFCRMED a
YES 1 NO

SUICIDE
]

HOMICIDE
m)

20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

20c. TIME_OF Month, Day, Yeor |

LNJURY

Houl
a.m.
p.m.

20d. INJURY QCCURRED
WHILE AT WORK OJ
NOT WHILE AT WCRK O

20e. PLACE OF INJURY (e.g.,
farm, factory, streat, office bidg., atc.}

in or about home,

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

2. 1 sntended the deceased fro

7

Death occurred at

lbe(‘) '?‘1 /9@and last suw%ﬂlive'on—a-e—c'—m

m on the date siated above, and to the best of my knowledge, from the causes stated,

22a. 51 TURE

22b. ADDRESS

K2 &) 13,406

Mﬂcé‘cﬁﬁ/‘

22c. DATE SIGNED

13-12-¢43

] n-oﬂm..

Jbs DATE

1sit-12/14/6

3a. BURFAL, CREM, ,
REMOYAL )

ra

F CEMETERY OR anMAronY

23d. LOCATION (City, townf-Br counly}

Peoriaj’

e
Jllinois

{Stata)

ADDRESS
Eallwin,

24. FUNERAL DIRECTOR
Schrader's,

25. DATE RECD. BY LOCAL REG.

Mo. A2 -4 3

2QWIGEATURE E% //‘?ﬂ

[Litensed Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ", Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed E_n"1balmer No %sg?‘e/
A
-P. Q. Addressw

.. Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN. HANDWRITING. (Failure to comply
' with the above constitutes grounds for revocation of license). . .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. -

If this body, is not embkalmed, fact should be so stated above. . B




